approximately 1300 of whom were listed as having pregnancy related diagnoses. Main results -The number of women with sick leave associated with pregnancy related diagnoses increased by 24% (95% confidence interval (CI) 15, 33%) during the period. This diagnosis group was one of the very few with an increasing number of people listed as sick. The corresponding increase for all diagnoses in women aged 16-44 years was < 1% (95% CI 1, 3%). The increase in the number of women who gave birth was 9% (95% CI 5, 13%) . The sick leave rate associated with pregnancy related disorders increased by 14% (95% CI 7,21%) in 1985-87, while that in all women aged years increased by 3% (95% 1, 5%). (p < 00001). The number of sick leave days associated with pregnancy related disorders increased by 49% (p< 00001) in the period -twice the equivalent increase (p < 0-0001) in the total number of sick leave days for all diagnoses taken together. The The project was approved of by the ethical committee of the medical faculty of Linkoping as well as by the Swedish Data Inspection Board.
In Sweden, self certification is accepted for the first seven days of illness, and to increase the validity of the diagnoses, these shorter spells of sick leave were excluded. Although the spells of self certified sick leave are many in number, they constitute only a small part of the total number of sick absence days. '5 The agreement between the diagnoses and their coding has been tested elsewhere, and has proved to be acceptable. '7 Some 45 000 people of all ages were insurance registered, and had about 61 000 spells of sick leave during each of the years 1985, 1986, and 1987 . This means that both the number of people with sick leave spells exceeding seven days, and of the spells themselves, were fairly stable over the years. However, the number of sick leave days increased. '5 PREGNANCY RELATED DIAGNOSES From the above mentioned register and for each of the three years, data on all women aged 16-44 years who were listed as being absent with pregnancy related diagnoses have been extracted. This means all diagnoses where it was possible to conclude from the sickness certificate that the woman was pregnant -that is, diagnosis numbers, according to NOMESCO,'6 634R, 635, and 637: toxichoses, bleeding, urinary tract infections during pregnancy, abortion, early labour, and also backache and fatigue due to pregnancy. The register does not otherwise state if a woman is pregnant.
As shorter spells are excluded, most women have only one spell per year. The focus of the study will be on women who were sick listed and on the length of their sick absence, not on spells.
In order to analyse whether the increase in pregnancy related sickness absence is parallel to a similar increase in all diagnoses, data from the register of the total sickness absence among women aged 16-44 was used.
In order to relate our data to the population at risk, we have used relevant data for women aged 16-44 from two different sources:
(1) Data from the local insurance office of the number of all sick leave-insured people during the three years.
(2) The Medical Birth Register '8 of 1985, 1986, and 1987 , to obtain data on all women who gave birth. Among all pregnant women, the sick leave rate for pregnancy related diagnoses was 0.29 in 1985. In all sick listed women with all diagnoses, it was 022 (p<00001). In figure 1 these rates are separated into three age groups. The rate increased with age (p < 0 001) for pregnancy related diagnoses.
From 1985--87, the sick leave rate of women with pregnancy related diagnoses increased by 13-6% (95% confidence interval (CI) 6 9, 23 24 In Sweden, the years 1985-87 were characterised by a growing birth rate, a very low unemployment rate, and increasing sickness absence. However, sickness absence increased only in relation to a few diagnoses,25 including pregnancy related diagnoses.
We investigated the incidence and trends in pregnancy related sickness absence between 1985 and 1987 in a large, well defined population. Many studies in this area are based on self reported data from questionnaires. The data in this study, based on the official register, can be considered to be more valid. To protect personal integrity, registers of sickness absence in Sweden can not normally include the diagnosis, as in many western countries, which makes our register unique in some respects.
This study covers sickness absence exceeding seven days for pregnancy related diagnoses, not short absences or absences with other diagnoses during pregnancy or maternal or parental leave. Our results do not give a total picture of sick leave during pregnancy, but do provide information to add to the still fragmentary knowledge on this subject. Some clear tendencies can be seen, such as a con- These three different ways of presenting length of absence give somewhat divergent results concerning length, increase of length, and when comparing the increase in length for pregnancy related diagnoses with that in all diagnoses. How is this to be interpreted?
Firstly, the number of absence days per sick listed woman in both groups (pregnancy related diagnoses and all diagnoses together) increased equally by 20%, thus the increase in pregnancy related absence days could be explained by a general tendency of sick listed women of these ages to take longer sick leave.
Relating the number of absence days to the risk population gives a picture of how sickness absence is distributed in the population. This is often used to illustrate the trend in sickness absence over time, or differences between subgroups (for example, according to sex, age, immigrant status, etc).38 Using this method when studying separate diagnoses is trickier. The results are related, for example, to the incidence and prevalence in the one diagnosis and to the incidence and prevalence in other diagnoses. If a person is already sick listed for one diagnosis, she cannot be sick listed for another at the same time. With pregnancy related diagnoses, the birth rate of the population also has to be considered.
When using the second method, the number of sick leave insured women as the risk population, the length of absence with pregnancy related diagnoses increased more than the length for all diagnoses together during the three years. This is mainly because of the increased birth rate.
The third method, using all women giving birth as the risk population, seems the most relevant. However, one has to consider that a very small proportion of these women may not be sick leave insured because they have a full disability pension. The increase we found in the length of leave with pregnancy related diagnoses is higher when using sick leave insured women than when using pregnant women as the risk population, because the number of sick leave insured women fell, while the number of pregnant women increased.
Obviously, the different ways of presenting the length of absence give different pictures that can be complementary to each other. In this study, the number of absence days per person is mainly used to compare the increase in pregnancy related diagnoses with the increase in all diagnoses. If we wanted to compare the length of absence (not the increase in length) between the groups instead, we would have to take into account the different risk periods. The time during a year that a women is at risk of pregnancy related sick listing is shorter than the time she is at risk of being sick listed for other diagnoses. It is difficult to say how long the "risk time" actually is for pregnancy related diagnoses. Although nine months may be correct in theory, it certainly is not in practice. When studying absence length (not increase of length) pregnancy related diagnoses days per insured subject is somewhat misleading because birth rates vary with age. Tables 2 and 4 are complementary to each other here; in both, the length of absence increased with age.
AGE VARIATIONS
We have only found two studies328 that report differences in the sick leave rate during pregnancy in relation to age, but none that investigated how duration varies with age. In contrast to our results, Grunfeldt3 found no difference regarding age between pregnant women who were and were not sick listed. In age groups corresponding to ours, Lundby28 reports sick leave rates of 0 58, 0-48, and 0 60 respectively for employed pregnant women. Their higher rates are to be expected as they include both all diagnoses and the shorter spells. Their rates are, like ours, higher among older women.
The high sick leave rate of the older pregnant women is not surprising. Women over 35 are more closely monitored due to the higher risk of prenatal and perinatal complications. Furthermore, more of them have previous children, leading to a higher work load when the impact of paid and unpaid work is combined.1123333539 Age itself often makes pregnancy harder. This might contribute not only to the higher rates, but also to the longer absences in these age groups. However, it does not explain the increase, and especially not the higher increase, in sick leave rates among the younger women. We found an increase in both incidence and length of absence at all ages but this increase was highest among women under 25 years of age. From a medical perspective, the opposite could be expected.
CONCLUSIONS
Between 1985 and 1987 we found an 11% higher increase in the sick leave rate for pregnancy related diagnoses than for all diagnoses in sick listed women aged 16-44 years. The number of sickness absence days also increased, to some extent parallel to a similar increase among all sick listed women aged years in all diagnoses. 45 If a woman uses parental leave for this purpose, she will have a shorter "paid" leave after delivery. At a time when most women continue to work after giving birth, it seems like a better coping strategy to use sick leave instead of parental leave before delivery. Thus, the pregnant woman presents all possible complaints to convince her doctor that she should be sick listed, a situation that often has a negative effect on the atmosphere in the consulting room. To address this situation, earmarked "pregnancy leave" weeks, which each pregnant women could choose to use before delivery, has been suggested. 3" In public health studies, sickness absence is often used as indicator of morbidity, combined with self reported illness and diagnosed disease. This study indicates that extra caution is to be recommended when using sickness absence in pregnancy as data for morbidity. 
